[bookmark: _GoBack]The FMA-UE examines overall motor impairment of the affected upper limb. Scores range between 0 (loss of motor function) and 66 (intact motor function). The FMA has good psychometric properties [1]. The 9HPT examines manual dexterity [2]. Age-, gender- and hand dominance specific norm values for healthy subjects are available [2],  and comparative values for one, three and six months after stroke are reported in literature [2]. Adequate test-retest, intra- and interrater reliability and validity have been reported [2]. The SULCS [3] is a recent-developed unidimensional, hierarchical clinical assessment tool to evaluate upper limb activity by means of ten functional and meaningful tasks related to daily live activities, such as taking support on the affected limb, bringing a glass to the mouth, and closing buttons. A total score between zero (severe motor limitations) and ten (mild to no motor limitations) can be obtained. The SULCS has good interrater reliability and construct validity [4]. The Abilhand questionnaire is a questionnaire to measure perceived difficulties with tasks of manual ability. Rash-based validation and excellent reliability have been reported [5].
The Em-NSA examines the detection of light touch (cotton wool), pressure (index finger) and pinprick (toothpick) at predefined contact points on the affected upper limb. Additionally, sharp-dull discrimination is evaluated with random alternating pressure (index finger) and pinprick (toothpick) stimulation at the same predefined contact points. Finally, movement sense (proprioception) will be evaluated at predefined joints of the upper limb. Scores ranges between 0 and 8 for each modality, with higher scores indicating better somatosensory function [6]. The Em-NSA is reported to be a reliable and valid assessment tool for somatosensory function [6, 7]. The PTT evaluates the threshold of light touch of the fingertip of the index finger using TENS (transcutaneous electric nerve stimulation) with the portable device CEFAR Primo Pro (Cefar Medical AB, Sweden). Round electrodes are attached to the tip of the index finger and the ball of the thumb. Single square pulses of 80µs pulse duration of 40Hz high frequency constant current are applied gradually increasing the amplitude with increments of 0.5 mA until the moment the patient reports a tingling sensation at the fingertip. Due to safety regulations, a maximum of 10 mA is used [8]. If patients do not report any sensation at 10mA a score of 11 is given. Adequate reliability has been reported [8]. Gender- and age-dependent norm values are available [9].
Furthermore, TDT evaluates texture discrimination by presenting different texture sets consisting of three textures, two identical and one different. The patient is asked (with vision occluded) to discriminate between the textures and to indicate which of texture is different compared to the other two textures. The TDT has a good test-retest reliability [10]. The WPST evaluates position sense (proprioception). The arm and hand of the patient will be positioned in two splints assuring fixed position of the arm and hand. The assessor will position the wrist in twenty predefined positions at random sequence and with vision occluded. A scale is provided for the patient above the wrist. The patient is asked to match the position of the lever on the scale with the position of the wrist. Degrees of error between the estimated position and the actual position will be noted. A total and mean error score will be calculated. Reliability has been reported [11]. The fTORT evaluates the ability to identify objects by means of touch and manipulation (stereognosis) [12]. A poster with every day common objects and distractor objects will be provided to the patient. The patient will be asked to indicate the photograph that corresponds to the object he/she will be feeling within 120 seconds (vision occluded). In case of paresis negatively influencing the ability to manipulate, the assessor may provide assistance to manipulate the object. Total score ranges between 0 (no object correctly identified) to 42 (all 14 objects correctly identified). Additionally, time needed to identify the object and the exploratory procedures, based on haptic perception [13], are recorded for each object. Age-adjusted normative standards, high reliability and good discriminative test properties are reported [12]. The composite standardized somatosensory deficit score will be composed by the average of the three z-transformed scores for TDT, WPST and fTORT. 
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